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Claim Form for Reimbursement of Medical for Family Welfare
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To Director, Office of Human Resources Management
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Name—Surname : Position : Department : Tel. :
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| wish to exercise my rights on welfare for staff and instructors according to the Assumption University’s Policies issued in 2006 and 2016
to claims for reimbursement of medical for family welfare as follows:
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Relationship Name-Surname Age Clinic/Hospital Diagnosis Medical Date Amount
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Father/iian
Mother/dngAN
Spouse/ARNTA

Child/jes #1

Child/ing #2

Child/ymng #3

Remark : Father, Mother, Legitimate Spouse and Child must be not AU employee. Total Amount
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Herewith, | have attached the following original medical documents of current academic year for consideration.
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[l Medical Receipt  total copy [l Medical Report / Certificate total copy
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Submission Date
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For Officer Only

| have examined the request form and certify that petitioner has the right to claim for reimbursement of medical for family welfare as

D Working 2 10 years 75% assistant of medical expense but not exceeding 17,000 baht per academic year
D Working 2 5 years but < 10 years  50% assistant of medical expense but not exceeding 12,000 baht per academic year
D Working 2 1 year but < 5 years 25% assistant of medical expense but not exceeding 7,000 baht per academic year

Reason

Total amount of money Baht ( )

Inspector’s Signature Authorized Signature

Date Date

OHRM | As of May 27, 2016
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